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(3) The cost-based encounter rates are developed from a c¢linical service model that
represents the compaonents of services delivered to all classes of clients. The model will utilize
the time-motion and cost data collected from a representative sample of providers. Providers
will collect the following data components by each individual service category on daily log
sheets:

(a) type of provider delivering service,
{b) time required to deliver service,
() type of examination,

{d) service code, and

(e) classification of client.

T

Data will be consolidated from the sample and tinked to the service model to determine actual
costs for each type of examinaticn. Case coordination services will be included in the actual
encounter rate development.

(4) The actual costs associated with medications will be updated annually based on the
most current state contract prices.

(e} Inflation Adjustments. During the interim periods between the re-basing of the cost-studies,
the department may make, subject to the availability of funds, adjustments to the various
encounter rates to account for generai inflation. To account for general inflation, the encounter
rates may be adjusted by the forecasted rate of change of the Implicit Price Deflator — Personal
Consumption Expenditures (IPD-PCE). To prospectively inflate the encounter rates, the
department uses the lowest feasible IPD-PCE forecast consistent with the forecasts of
nationally recognized sources available to the department.
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